Keynes: It is difficult to exaggerate the importance of ordinary inguinal hernia to the community, since it is a disability which affects an enormous number of able-bodied people, and is therefore, probably, of even greater economic importance than cancer. I welcome this opportunity of discussing it, as I feel that the surgery of hernia is not at present in a satisfactory state. Perhaps many surgeons still have a certain degree of complacency as to the results of their operations for hernia, though this is not now so great as formerly when there was almost no follow-up of patients and nobody really knew how many recurrences took place-except the surgeons who worked for the City of London Truss Society. I am myself guilty of not having followed up all my operations for hernia, but having worked for eleven years for that Society, and treated perhaps 10,000 patients for hernia, I have gained some insight into certain aspects of recurrence, and also into the kind of patient who in the past has been rejected as unsuitable for operation. The question of treatment is almost wholly one of technique, and I am prepared to submit that there is virtually no hernia that cannot be cured by surgical operation. All the same, the treatment of even the apparently simplest hernias is not as easy as is commonly supposed, and complacency was seriously upset in 1934 when Mr. Max Page, at a meeting of the British MIedical Association, gave the results of investigations of a selected set of persons-policemenand found the recurrence rate after operation for indirect inguinal hernia to be 20%, and for direct 25%1. This raised the question of an alternative method of operation. Some who were dissatisfied with the results might be tempted to try treatment by injection, but a recent American contribution2 shows that, even with the most approved methods, at least from eight to twelve injections are needed at weekly intervals, and it is essential that during the whole of this time the hernia should be completely controlled by a truss, which means that patients for whom this is impossible are excluded. Even then the recurrences after injection treatment are 8%, so that it is difficult at present to accept this method as a substitute for operation.
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The causes of failure of operations for inguinal hernia include failure of asepsis and of haemostasis, which are, of course, elementary faults in technique, and their remedy is plain. There is also the mistake of either doing too much, or doing too little. Both these mistakes have their origin in an over-standardization of the method in common use. Another important factor is the incomnplete diagnosis of the type of hernia to be dealt with before the operation is undertaken. The standard operation is Bassini's, or minor modifications of it, and other speakers will probably enlarge on its shortcomings. In my opinion it is unsatisfactory for a large category of patients, including infants, children, and young adults, since it does too much. The only essential step in treating many of these hernias is to remove the hernial sac, 1Brit. M. J., 1934 (ii) , 896. 2 JT. A.M.A., 1936 , 1, 1791 and the less interference with the normal musculature the better. Unnecessary sutures through the internal oblique will only impair its function; in a great many patients the musculature is really unaffected, and when the sac is removed normal development follows and no recurrence takes place.
With regard to the mistake of doing too little, this is largely bound up with incomplete diagnosis and the failure to detect direct inguinal hernia. My observations at the City of London Truss Society, where I have treated between 400 and 500 patients with recurrences after operations by almost every surgeon in London, led me to believe that a large proportion of these failures were due to unsatisfactory treatment of direct hernias.
In a recent American publication, " Direct Hernia: A Record of Surgical Failure," by Andrews and Bissell,' the average recurrence rate is given as 20%, and the recurrence rate following Bassini's operation for direct inguinal hernia as no less than 28%. What is the remedy for this state of affairs ? I believe that an entirely different technique is required for a direct hernia. If the Bassini procedure is used, the conjoint tendon, or internal oblique, is sutured to the inguinal ligament and an attempt is made to cover the area of Hesselbach's triangle with two structures which are very unwilling to meet. It is clear that an ordinary catgut approximation of these structures is likely to fail, and something more complicated is required if anything like a high rate of success is to be obtained. The plastic method which I usually employ is to incise the internal oblique layer of the rectus sheath, and this provides a flap which, when turned down, exposes the rectus muscle and covers the area of the direct hernia. Being no longer confined, the outer fibres of the rectus can also be approximated to the inguinal ligament. But instead of a catgut suture, a strip of fascia is taken from the edge of the upper flap of the external oblique, leaving it attached at the pubic spine, and this is used as a living suture. This allows complete approximation of the flap that has been turned down from the pubic spine to the deep inguinal ring and provides a new floor for the whole inguinal canal. For larger direct hernias, and for large indirect hernias, even of the very difficult sliding variety, I believe a cure can practically always be obtained by using a more elaborate technique, such as that popularized by Gallie of Toronto, fascial strips being taken from the fascia lata of the thigh.
The question of anesthesia is also important, many patients with hernia having chronic bronchitis with emphysema; they therefore cough a good deal and are liable when coughing to burst catgut sutures; in these cases living sutures are all the more necessary. Ether should be avoided, and even spinal anesthesia can cause anxiety. I have sometimes preferred local anesthesia, even for large hernias, though taking a strip from the thigh may be somewhat difficult if this method is employed.
I believe that direct inguinal hernia, if it is looked for, is much more frequent than is usually supposed, and I have records of nearly a hundred cases treated for this condition, the diagnosis having been proved in every instance by dissection at operation. The follow-up of these patients is incomplete, not In the first category there have been two recurrences, in the second none, and in the third two, both in the same patient, who had to undergo a sudden violent exertion not long after operation for enormous bilateral hernia. I also have records of ninety large indirect hernias treated by the more elaborate methods: Indirect Inguinal Hernias.
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I do not know of any recurrences having taken place among these patients. Satisfactory results can, I believe, only be obtained by having a considerable operative repertory and by making a special study of each patient. Practically no patient should then be rejected as unsuitable for operation.
Mr. W. I. Cumberlidge (Leicester): The object of this discussion is to ascertain the results that are being obtained in various parts of the country. The results from Leicester form a useful comparison with those of bigger centres. There is only one large hospital, the Royal Infirmary, and so patients do not tend to drift elsewhere, but come back, if need be, to the same hospital and to the same surgeon.
In a " follow-up" investigation, between the years 1932 and 1934, of 848 fresh cases of uncomplicated inguinal hernia, we traced 594, or 70%. In those traced we received satisfactory replies in 517 cases, or 87%. I do not say that if they had been carefully examined some weakness might not have been detected, but at any rate the patient was not conscious of it, or of any other disability. Of the 68 recurrent cases whom we asked to come up, 59 attended. The average recurrence rate was 8-7% of all cases. In men over 20 it was 10%, and in men over 30, 11%.
With few exceptions the recurrences were after Bassini's operation, and were hernias of direct type. Many of them were not serious disabilities.
I do not want to make too much of a relatively small group of cases, but what impressed us was that the results would have been better if a more extended and rational use had been made of fascial sutures. I have not hitherto been particularly attracted by the use of patch transplants, or by flaps, such as the one Mr. Keynes has drawn our attention to again to-night, because it seems to me that any flap, thus brought down to reinforce the posterior wall of the canal, must leave a weak spot where it comes from. If fascial sutures are required, in the majority of hernias I think those sutures might be relied upon to fill the gap by themselves. Mr, Keynes has urged the importance of distinguishing between the direct and the indirect types of hernia; our figures were one direct to eleven indirect. In hernias in respect of which there is likely to be some confusion between the two types, the treatment is so essentially the same that I have not attached the same importance to this distinction that he has.
I have performed the Bassini operation when repair of the inguinal canal was required, for thirty years. Ten years ago, I began to use fascial sutures from the thigh, for all direct types and for all large and long-standing oblique types. My confidence in this method has steadily increased. I have had recurrences, but I have ascribed them to neglect of one important point in the Gallie technique. I think the placing of the first stitch is the most important step in the operation, the stitch which, as recommended by Gallie, takes up the edge of the rectus sheath at its attachment to the pubic bone, passes through the periosteum, and picks up Poupart's ligament at its insertion into the pubic spine. I feel that if that stitch is placed properly, the rest of the operation follows as a matter of course. In 25% of ,our 1,345 cases the operation was simple removal of the sac; Bassini's operation was performed in 50%, Gallie's operation in 15%. The proportion of Gallie's to Bassini's has shown a decided fall in recent years; in 1933, the proportion was 1 in 4; this year, it is 1 in 36. I believe the explanation of this is that Gallie's operation is a time-consuming process.
Mr. W. H. Ogilvie: The failures of hernia surgery fall into three main groups. An oblique hernia may recur as suich. Here, when we operate, we usually find a -complete congenital sac. The previous operator has either been unskilled or he has been forced to abandon the operation uncompleted, owing to difficulties in anesthesia or concern for the safety of the patient. A direct hernia may also reappear; here the method of repair has either been inadequate to the deficiency and the strain to which it is subjected, or it has not included a sufficiently wide area of tissue. But the great majority of recurrences appear in the form of a direct hernia where an oblique one was formerly recorded. Many men develop direct hernit after the age -of 40, and where the interval between the former operation and the appearance of the new defect is more than five years, I should regard the association as accidental. But when a direct hernia follows an operation upon an oblique hernia within the first two years-and this sequence is frequent-we must accept it, not as a recurrence after a praiseworthy attempt at repair, but as an incisional hernia in the scar of an unsound surgical enterprise.
Living anatomy shows the inguinal canal to be a sphincter, and when it contains a hernia the surgeon's chief concern must be to decide if the sphincter is competent or incompetent. In the first case his duty is to remove the sac but to leave the muscular defences which will protect the canal undamaged; in the second, he must so reconstruct the whole canal that the weakened muscles are spared a task they cannot surmount.
If we believe that the inguinal canal is one of Nature's greatest triumphs, and not one of her worst mistakes, we must condemn Bassini's operation in no uncertain terms. Where the conjoined and cremaster muscles are trustworthy, they must be trusted completely; they cannot be blamed if they fail after being strangled in the grip of those cruel stitches. For an early oblique hernia, therefore, Bassini's operation is an unnecessary mutilation of beneficent structures. Where the internal ring is stretched to a diameter of more than an inch, where, with lesser degrees of stretching, the muscles are flabby or interlaid with fat, or where the hernia is a direct one, a new defence mechanism must be made to take the place of the sphincteric one. The basis of a successful reconstruction is the formation of a strong sheet of tissue to replace the failed inguinal wall. This sheet may involve the use of silver wire, silver lattice, fascial suture, strips from the external oblique, or imbrication of the aponeurotic layers. But a tough sheet cannot be made from striated muscle. Striated muscle pulled out of place by stitches either remains displaced and becomes the poor fatty strands that we see in a paralysed limb, or it returns to its original site weakened and ineffective. Gallie has told us that in many explorations of recurrent hernia in which Bassini's operation had been done, he never once found the sutured muscles remaining in contact with Poupart's ligament. For a failed inguinal canal, therefore, Bassini's operation is plastic surgery misapplied. I have no wish to belittle Bassini himself, for he first pointed out the necessity of opening up the whole inguinal canal and ligaturing the sac at its neck, the basic principle of any sound operation. He was a very great man; so were ]Esculapius, Hippocrates, and Galen great men. In honouring them we honour ourselves. Their writings should remain, but remain in the library and not in the student's textbook; their operations should be remembered, but they belong to the museum and not to the operating theatre. 532 Mr. C. C. Holman: I first began to make systematic records of operations on inguinal hernias in the year 1912. At that time some of the older surgeons were still doing Kocher's operation. Personally, I was impressed by the somewhat dogmatic statements of surgeons who said that complete removal of the sac was all that was necessary to cure an inguinal hernia.
In a period of eight months I operated on 42 men suffering from inguinal hernia. I contented myself with removal of the sac at a high level, supplemented, in many cases, by overlapping the aponeurosis of the external oblique. I followed up these cases at the end of three years and among 38 cases, in which the hernia was oblique, I found that four had recurred. It is a testimony to the value of so simple an operation that there were not more recurrences, but a 10% recurrence rate in oblique hernia was not good enough.
I next endeavoured to pick my cases, operating on the sac alone when the hernia was small and the patient young, and doing some form of plastic operation on the remiainder. In a later series of 75 cases, at the end of two years, I found five recurrences, in four of which simple removal of the sac had been done. It is.
worthy of note that I came across two further recurrences after periods of six and eleven years respectively. When one is working in a provincial centre and serving a definite area, one's surgical failures have the salutary habit of coming back. After this, I made the Bassini operation my standard in all adult cases, with modifications when the hernia was large or when it was direct. I regret to say that I was not sufficiently enthusiastic to follow up all of them but I selected those that were of long standing, or direct, or where the musculature was poor, arguing that if the results were satisfactory in bad cases they would be good in simple ones. At the end of two years, out of 72 cases in which a reply was obtained, four had had a recurrence. Of these, one was a case of direct hernia, one of the early casesin which Ihad used a strip of the external oblique aponeurosis. Of the 72 cases followed up, in 17 the hernias were direct.
To summarize the methods which I at present use:
In children, I remove the sac through an incision in the external oblique. I have followed up many cases of large hernia in children and have not found a recurrence. In small hernias in adults when the musculature is good, I perform a Bassini operation, using catgut. In direct hernias and others I use a fascial suture from the external oblique, leaving it attached at its lower end.
I rarely see very large hernias nowadays but I think that for these operation on Gallie's lines is probably best.
In performing the Bassini type of operation I use mattress sutures passed right through the inguinal ligament from below and tied sufficiently tightly to approximate the muscles without strangling them.
I avoid operating on children under the age of twelve months unless the hernia is large and difficult to control. There is no upper age limit provided the patient is reasonably well. 37 533 Professor A. K. Henry: The method that I wish to bring before you is young. I have only practised it for the past year, during which I have operated on 23 patients with inguinal hernia, all men. In five cases the herriie were direct; in the rest they were indirect. The largest hernia was the size of two fists; the majority were the size of one.
In March last I wrote a short preliminary note on a midline extraperitoneal approach for operating on uncomplicated inguinal hernia (L,ancet (i), 1936) , an approach which, I have since learned, was used first by Sir Lenthal Cheatle. This method, which I had employed and found admirable for dealing with femoral herniae, was suggested by my experience in a quite different field of surgery.
In Egypt, bilateral ureteric lesions are extremely common. We therefore became familiar with the midline extraperitoneal approach to the parts of the ureter that lie in the pelvis. In this way we grew accustomed after separating the recti to the astonishing ease with which the peritoneum could be stripped from the sides of the bladder and from the pelvic wall. In the absence of much fat the hernial rings were then as clearly exposed as in specimens prepared by dissection (see figure below) .
Right indirect inguinal hernia seen from the left side by the mid-line extraperitoneal approach.
Note how the tubular part of the sac expands into a funnel before it joins the parietal peritoneum.
(This junction is the truie " neck " of the sac.)
During the present year, I have learned several ways of making the midline operation easier for inguinal hernia. In the first place, one must obtain maximum relaxation of the abdominal wall, and even when the anaesthetist has done his part to perfection, the surgeon can greatly increase the laxity by flexing the patient's trunk on the operation table. The symphysis pubis may in this way be brought some 4 in. nearer to the sternum, and the recti thus become correspondingly loose.
Secondly, though I mentioned this in my paper in the Lancet (loc. cit. sup.), I would again insist on the need for keeping the spermatic cord stretched. This is done by an assistant who passes his hand beneath the sterile sheet and grasps the cord through the scrotal wall. It is otherwise most difficult to find a plane of cleavage between the unstretched cord and the loose sac.
The next point is one which I have only recently learned to appreciate. I had originally, and quite wrongly, believed that since I was dealing with the sac before it had entered and taken coverings from the inguinal canal, I should therefore find it naked and feebly attached to the elements of the cord. I had thus been in the habit of separating the cord from the sac by gauze dissection, and in this I invariably succeeded, but sometimes with considerable difficulty. Cord and sac are, in general, firmly united before they enter the canal, and it is now my practice to begin, continue, and end their separation by sharp dissection only.
Fourthly, there is the question of closing the internal ring. In many cases of indirect hernia, the parietes are strong and the ring is valvular: In these cases, after ligating and resecting the sac, and invaginating its origin, it is logical to close the ring by sewing its anterior and posterior boundaries together from above downwards.
I would venture to criticize an ordinary method of dealing with the so-called internal ring. I feel that, with others, I have for years been attempting to close what is often a vertical slit by sutures placed in a quite wrong direction. Thus, in the hope of narrowing this vertical orifice, I have been accustomed to suture the double arch formed by the internal oblique and transversalis muscles down to Poupart's ligament. My sutures undoubtedly narrowed the canal, but I think now that they must often have failed to close its abdominal entrance. This internal orifice tends naturally to shut of itself, and it seems probable that any sutures placed anterior to it, in the direction of its long axis, will help to keep it permanently open.
Suture of the boundaries of the ring by the extra-peritoneal route can be facilitated by a simple device. The posterior boundary, consisting of thickened transversalis fascia, can always be picked up quite easily; the anterior is much more difficult to seize in a fat patient. Forceps are unsatisfactory, and I have found that the index finger is the instrument which goes most readily into the internal ring. To this finger I fit a piece of metal, ending in a recurved claw, which will catch and lift out the anterior boundary of the ring, and so make it accessible for suture. The claw is made short so that it can easily be unhooked from the fibres of the internal oblique.
This closure is satisfactory for patients with valvular internal rings and strongly developed parietes, but when the ring gapes and the posterior wall of the canal is weak, a strip taken from the cut margin of the rectus sheath and left attached by its pubic end can easily be used to patch these defects. This fascial graft may either be brought round the inner border of the rectus muscle or through its belly.
Lastly, I think that the mid-line route is valuable, not only as a means of access and repair, but for what it teaches regarding the anatomy of hernia. I shall only refer here to one relevant point. I have found in nearly every case that the sac, which is finger-like in the scrotum, expands at the deep aspect of the internal ring to form a funnel that is often three inches wide before it joins the general peritoneal cavity. I do not believe that the origin of this funnel can ever be seen or dealt with by the ordinary approach without a most undesirable widening of the inguinal wound, and if this funnel is neglected the surgeon will have failed to close the true neck of the sac, and will leave behind him an evagination which threatens the site of the internal ring like an intrusive finger.
By the mid-line route, the base of the funnel can easily be encircled by a pursestring suture which not only invaginates the origin of the sac, but also removes it from the immediate neighbourhood of the closed hernial orifice.
Mr. Philip Turner said he believed that one of the secrets of success in operations for inguinal hernia was paying attention to the opening in the transversalis fascia.
He had performed the Bassini operation on a great many occasions, and he agreed with what had been said about it to-night. It had become standardized, but he did not think that surgeons usually selected the cases with sufficient care. In doing Bassini's operation he always included a careful examination of the opening in the fascia, defining the outline of the internal ring, and, if enlarged, closing it up by a few stitches. Several speakers had said that an operation for inguinal hernia should be regarded as essentially a plastic operation. He thought it was generally agreed that one of the principles of a plastic operation was that like tissues should be replaced by like tissues, i.e. skin bv skin, fat by fat, muscle by muscle, skeletal muscle by skeletal muscle, fascia by fascia. So in some of the hernias with a large opening in the transversalis fascia the surgeon was confronted with the problem of closing it. He considered that one should close it by fascia. He had never liked the idea of taking flaps from the rectus sheath, as he thought there was danger of weakening the abdominal wall thereby. For some time past he had been repairing these greatly enlarged openings in the transversalis fascia by a flap of fascia lata taken from the thigh. The flap was cut after the removal of the sac, and when the margins of the opening had been defined. He cut the flap up to Poupart's ligament, turned it up into the inguinal canal beneath this structure, and sutured it carefully to the margin of the enlarged internal ring. He had done that in about 150 cases, and he could say that the results had been very satisfactory.
Professor A. W. Sheen (Cardiff) said that he did not now perform Bassini's operation; he considered it out of date. He told students that in operating for hernia the motto must be " the sac, the whole sac, and nothing but the sac ", and he welcomed what Professor Henry had said about the sac having a peripheral tubular part and a funnel-shaped part before it came out into the parietal peritoneum. One could not get through to the sac unless one cut through the structures in front of it, and one of those structures was the internal oblique muscle. It was proper to cut through that so as to secure complete exposure of the uppermost part of the sac before it ran into the parietal peritoneum. He had had many cases of recurrent hernia just after the Great War, and most of the recurrences had been due not to sepsis, but to the fact that the whole sac had not been removed. He noted from those operations that muscle could become attached to the fascia. It was to the top of the wound that one had to go to deal with these recurrences, and division of the internal oblique was necessary. This was unnecessary in babies, because with a retractor one could hook up the angle where the pillars of the ring met..
Mr. Philip Mitchiner said he considered that there were only two methods of operating for hernia, and one was to interfere as little as possible with the work of God, carrying out simple removal of the sac as thoroughly and gently as possible, leaving the natural muscular mechanism of the inguinal region to prevent a hernia occurring again. A hernial sac might be present many years before hernia manifested itself. When the musculature became lax, especially with a fat omentum, a little extra pressure produced a hernia which the inguinal musculature had kept in control for years. When that occurred and one removed the sac from below, a satisfactory result ensued. He thought that when the musculature had become lax and atrophied a fascial graft offered the only megns, and a very adequate means, of curing the hernia after the sac had been removed, but it must be clearly understood that to ensure success a loose darn was necessary, and that if the fascial graft was pulled tight it tore out of the tissues and then recurrence of the hernia took place.
Mr. C. H. S. Frankau said that whatever method was used for suturing, whether Bassini, Gallie, or by a turn-down flap, what was of ultimate importance was the cleaning of the tissues which it was intended to suture together. He had seen people carrying out complicated suturing with blobs of fat sticking out between the two ends that were being sewn together.
If the operator took the conjoint tendon and Poupart's ligament, cleared the fat from the edges, and then sutured, it was likely that they would " stay put "; but if at were left there, the surfaces would, almost certainly, come apart.
Mr. E. T. C. Milligan said that at the Seamen's Hospital, Greenwich, where the filigree operation for hernia was practised by the late Laurie McGavin and subsequent surgeons, successful results were obtained. Large inguinal hernia incurable by other known methods could then be remedied. The small number of recurrences due to faulty placing of the filigrees could all be cured by an additional filigree, rightly placed.
Living sutures for repair had, however, proved to be even more satisfactory.
Recent figures showed that, at the Seamen's Hospital, the stronghold of the filigree, living sutures were gradually replacing the method. He had not met with a single recurrence after living suture. A common cause of recurrent inguinal hernia was an unrecognized co-existing direct inguinal hernia or a hernia thrQugh the transversalis fascia at the linea semilunaris. He had made it his habitual practice, and found it a safeguard, to explore these regions from within, by the finger passed through the neck of the sac of the inguinal hernia into the peritoneal cavity.
Mr. M. F. Nicholls said that with regard to the important economic factor which Mr. Keynes had mentioned, he would like some information as to inguinal hernie in infants, which were said to be cured by the wearing of a simple truss, or by the passage of time. It was his impression that the history of patients from 16 to 20 years of age, having inguinal hernia, disclosed the occurrence of a hernia early in life.
In this discussion it had been said that hernia could be cured by simple removal of the sac at an age when the economic value to the nation was not impaired by such removal, but one was reluctant to operate, partly because of the difficulty of doing so in these very young patients; many herniae occurred in the first year of life. Was the surgeon right in ignoring these herniae ? or should he, for economic reasons, operate on them, in order to avoid the probability of recurrence at the beginning of a hard wage-earning life ?
Mr. Delisle Gray said that the question had been raised whether an infant who wore a truss for hernia was cured by this means. Five years ago he had seen a young man who in his infancy had had hernia and had worn a truss for a year; he had never afterwards had any trouble in this respect until a short time before he (Mr. Gray) saw him when a right-sided inguinal hernia was discovered.
He had treated many cases by the injection method. He had injected the patient mentioned above some five years ago, and the result was still satisfactory. There was no doubt that in suitable cases patients could be cured by the injection method, whatever might be said by those who had never seen it employed. He would quote an extreme example: A man had come to him five years ago, having an inguinal hernia the size of a fcetal head; the right external ring admitted the middle finger up to the knuckle. He had treated this patient by the injection method, and up to the present, more than four years after the termination of the treatment, the result had remained satisfactory, and there seemed no reason why it should not so continue. The injection method was often employed in America. The Lancet, in an annotation, 1936 (ii), stated that inquiries at selected hospitals (in U.S.A.), " showed that though most of them did not employ the injection method, it was regarded as effective and safe by those who had, and the results were said to satisfy even the surgeons ".
Mr. Keynes had shown figures giving a recurrence rate after operation for indirect hernias of 20%, and for direct hernias of 25%, while injection gave 8% to 12% recurrences. These figures were not unfavourable to the latter method.
The President said his own view was that the Bassini operation did not deserve the wholesale condemnation which it had received from some of the speakers.
He remembered the kind of results achieved before the consideration of the Bassini method directed the attention of the profession to the radical cure of hernia in such a striking manner. In all those intervening years there had been no operation which gave such good results in the hands of so many different operators the world over. Admittedly many surgeons had achieved notable success with some operation which they had introduced or with some modification of Bassini's operation, but the strong point about that operation was its success in such a vast variety of hands. Many failures had been recorded in reports with the Bassini operation, but so often it was found that in those cases of failure the operation had not been performed as it ought to have been. Every case should be dealt with as if the operation were not a minor one, but one of the most important in surgery. Much care must be taken over every detail of the technique, and it should be performed only by those who believed in it, and that it was likely to be efficient; nothing should be scamped. Just after the War many modifications of the Bassini procedure were introduced, and there were many bad results, a number of them due to these efforts to simplify the method.
The problem was not that of ordinary hernia in children or young persons, but in them it was necessary to remove the sac very thoroughly. Probably one of the most important steps in the Bassini operation was the division of the external oblique, because it enabled the operator to get to the sac at its highest point. Professor Henry had drawn attention this evening to the characteristic condition of the hernial sac; the sac did not end where it came through the abdominal ring, and it was important to separate the sac much higher up than that point. That could be done better after slitting up the external oblique, under adequate anesthesia, so as to enable one to pull hard on the sac, and thus to separate and remove the infundibular portion above the apparent neck.
The problem was really in connexion with the types of hernia of which Mr. Keynes had spoken in his opening remarks-the very large inguinal hernia, the direct hernia, and the recurrent hernia. By far the best chance lay in the first operation, which was a further reason why it should be carefully and thoroughly carried out. He had seen hernia cases operated upon -by many surgeons, and it was surprising to see how often surgical canons had been violated. Some surgeons tied their sutures so tightly that they must strangulate the tissues-which could only give way in the grasp of the too tight sutures. All that was required was easy approximation of tissues; if tension existed the surgeon was playing for disaster.
The use of fascial sutures was a very important addition to the surgeon's armamentarium, but he had seen these sutures rendered quite useless because they were wrongly applied, and the patient would have been better if the sac only had been removed.
With regard to hernih in infants, it could not be doubted that some got well as the result of truss treatment because the sac had become obliterated, but one could not tell when that had occurred. The patient might wear a truss for one or two years without the hernia coming down, and then everybody looked upon the case as one of cure by truss, but he had seen recurrence take place forty-two years after the hernia was supposed to have been treated successfully by the application of a truss.
Mr. Keynes (in reply) said he would remind his hearers that Lord Moynihan, in one of his later addresses, had said that if he had his surgical career over again there was no operation he would wish to have invented in preference to the Bassini, and perhaps he meant that in the sense in which the President had spoken of itthat it had been performed so long and by so many men, and that possibly few operations had done quite as much good. At the same time there was, obviously, grave dissatisfaction with the results of that procedure, and that had been evidenced in a number of speeches in the discussion. The importance of having a number of procedures at command, and of choosing the right one for the particular patient had been emphasized. It was the standardization of the Bassini which had been at the root of the trouble.
Mr. Cumberlidge had questioned whether cutting a flap from the internal oblique aponeurosis did not leave a weak spot there. The answer was: No, because there had not been recurrences in patients who had been followed up for a number of years. The reason, he thought, was that it had not left undefended the place from which the flap was taken. There was still the rectus muscle, which was of the greatest importance from the point of view of recurrence. One 'object of the plastic operation was to release the tension, which was so important a factor, as the President had said, in success. Then the rectus muscle was free to move, and approximation could be carried out with less tension.
Mr. Milligan had answered the question about filigrees, and stated that in the Seamen's Hospital this method was being used less and less. It was difficult to know how many of the operations had been followed by recurrences, as most of the patients there were seamen who were visiting this country, and might not come back again. He (the speaker) had seen one patient who had had a filigree inserted, and the result was disastrous. The hernia was enormous, and the filigree made the operation more difficult, because the area occupied by thege filaments of silver wire had to be excised, and this complicated the operation a good deal.
Professor Henry had travelled a good distance from the Bassini operation, but he had not told the meeting the results of his modifications of the operations for hernia; it might be that he had not yet had the opportunity of following his patients up and ascertaining the percentage of successes. Several speakers had followed Professor Henry in emphasizing the importance of removing the whole sacnot only the peripheral portion, but also the proximal, funicular, portion. He (Mr. Keynes) was not convinced that the importance was so great, because operation was successful wben the extreme traction, which Mr. Turner had mentioned, was not exerted. Also, when the plastic operation had been performed, success depended not so much on the flattening of the peritoneal covering in the abdomen as on the success of the measures taken to restore the integrity of the abdominal wall. When a fascial graft was put in, it was that which prevented recurrence, and he did not think that, even if there was a funicular depression in the abdominal wall, it would start another hernia.
He fully agreed with Mr. Frankau's insistence on the necessity of cleansing tissues in all fascial procedures.
Mr. Nicholls had raised an interesting point, as to the possible cure of hernia in infants by the wearing of a truss. It was difficult to speak certainly about that, because following up of those patients would have to be carried out over so many years, and until there was a complete national register of patients' physical peculiarities, that information would not be forthcoming. In many cases a cure could be obtained, because apparently in many infants treated within the first year of life the process of obliteration of the funicular process would go on after birth, provided the hernia was properly controlled. Success depended on the mother's care in never permitting the hernia to emerge during the period when the truss was worn. If the hernia had not been cured after two years, the truss was of no further use, and operation was necessary. He had seen an infant with two inguinal hernias and one umbilical hernia, all of enormous size, so that combined, they were larger than the rest of the child. That infant had been treated by trusses, and now, at 16 years of age, he was well, and he had never had a sign of recurrence. But he (Mr. Keynes) did not think that such a result was invariable, and some adult patients might be in the same category.
It would be wrong to deny the value of the injection method. Mr. Delisle Gray had said that the results of that procedure were better than the figures brought forward by Mr. Max Page, but a recurrence-rate of 8% to 10% was still not good enough, and he (the speaker) had tried to indicate methods by which the successes might be raised to 98%, instead of 88% or 90%. And there were other objections to the injection method, because a number of patients were excluded, as so much depended on the efficiency of the truss during the period in which the injections were being given.
